BEVERLEY RAPHAEL
There is now general agreement that major disasters are not only extremely stressful to those experiencing them, but are also in many instances associated with the development of psychiatric morbidity.l-'Some suggest that there may also be positive outcomes such as the 'therapeutic community'8 which develops afterwards and may have long-lasting benefits.' It is also inferred that some increased morbidity in the post-disaster period may only be transient,'O making little overall contribution epidemiologically to the prevalence of illness in the community, perhaps in those disasters where personal threat and loss have not been great. Nevertheless the accumulated evidence from the study of terrifying episodes such as the Buffalo Creek disaster in the USA" and the Granville rail disaster in A u~t r a l i a l~* '~ show that health impairment, or even community impairment, I4 may be very substantial.
In the USA the Federal Government frequently provides extra funds to community mental health programs following major disaster, with the clear implication that these will be necessary and beneficial. A number of studies have documented models and benefits of such interventions. 1 5 3 These programs have usually involved the rapid mobilisation of skilled staff to interview and work with the victims t o assist them with the psychological response to the disaster and its aftermath, frequently in direct outreach to the disaster sites and the victims' homes. There appears to have been little systematic evaluation of their effectiveness although the workers involved have suggested that clinical evidence verified their need and that they were perceived positively by the communities for which they were provided. It is clear that extra funding is essential to support such intervention, as it is difficult, if not impossible, to add the additional service burden of the disaster to already overladen health and mental health professionals. While most systems of care can handle such emergency work for the early days of the disaster when regular role functions can be allowed temporarily to lapse or be fulfilled by others, it is impossible to carry on this double function for the long weeks afterwards which may be the most critical time, for instance, for the bereaved or injured. Similar programs have been developed in Australian communities following some disaster^.".'^ The way in which such services are presented to the outreach group is also important,I3.l6 for many see crisis and stress needs as acceptable in relation to the disaster experience, but feel reluctant to accept that they are in need of psychiatric services.
While these direct mental health services are an important potential in the care of disaster victims, experience has shown that there are many other ways in which psychiatric consultancy may be of value in preparation for, during and in the weeks and months after a major disaster.
Psychiatric involvement in counter-disaster planning has not yet been uniformly a~hieved,~' although in recent years most State disaster plans in Australia d o take some cognizance of psychiatric aspects. Predisaster planning may benefit from psychiatric consultancy which helps define those psychological variables which interfere with disaster response, so that these may be recognised, planned for or mitigated: for instance, lack of appropriate reaction to disaster warning. Awareness of the psychological and behavioural variables that are associated with the impact of disaster is critical both for those vulnerable and those who would assist them: behaviours such as the 'disaster syndrome' of dazed and apathetic wandering, panic, and reactions to loss of the sense of personal invulnerability and coping and survival behaviours are important.20 Psychiatric consultancy may assist with educational or other programs to promote such awareness prior to a disaster, as experience suggests it is more difficult to introduce such material for the first time to those in the midst of the disaster experience.
Predisaster training of disaster and rescue personnel can utilise psychiatric consultancy to help provide these workers with adequate skill and expertise for basic emotional first-aid for those victims with whom they have contact.21 It is also important for those who manage a disaster to know of the variables which have potentially negative effects for mental health and subsequent adjustment: for instance, the negative effects of lack of appropriate information; separation of children from their parents; the bereaved not being allowed to see the deceased; breakdown of community and community network by factors such as evacuation; scapegoating in the search for blame; the problems that may occur when victims, either individual or community, are not allowed an active role in their own recovery. Such information may be provided in training and educational sessions for relevant personnel, and handouts, booklets and leaflets,22 as well as in direct consultation during the disaster period. It is important that the sanctions for this are developed, preferably beforehand, with the senior disaster management personnnel, otherwise this knowledge may not be accompanied by sanctions for appropriate action.
During the disaster and immediately afterwards the general public, as well as those personally affected, readily recognise that some of the worst effects may come from what has been suffered mentally in the crisis and its aftermath. Most realise that the terror, horror and closeness to death will have their imprint. Psychiatric consultancy can provide information as to the various patterns of reaction to disaster stressors, including those related to threats of death and survival; loss and grief with disaster bereavements; dislocations from home, community and familiar lifestyle and environment. It is most useful to provide information on these issues to the general public as the effects of the trauma are often more widespread than the individually identified victim and it is also useful for families and others in contact with affected groups to know of these potential effects. Information in the media, for instance radio, television, newspapers and popular magazines,23 as well as in specific pamphlets for affected groups,24 may provide a reassuring framework in which unusual experiences and behaviours can be interpreted as natural and probably transient phenomena in response to the stress. The common post-traumatic stress symptoms such as nightmares, startle reactions and intrusive memories of the traumatic event are a good example of a distressing experience which usually settles naturally and information about which may be most helpful to those affected. Specific consultancy to leaders of the counterdisaster activities to assist with their recognition of such stressors and reactions, or the identification of new psychological problems and their origins, may be a further way in which psychiatric assistance is of value at this time. It is often very reassuring to victims and the public to know that such stress factors are recognised by those in authority and that as a consequence their community 'cares' for them by providing services and resources not only for life-saving essentials but also for succour of the emotional distress.
The identification of the psychologically at-risk groups during this period may also be important and psychiatric consultancy can assist with this. The b e r e a~e d '~.~~ are one such group, but others whose lives have been in grave danger may be at risk for development of post-traumatic stress d i~o r d e r .~~*~~*~' While children have often seemed a vulnerable group,27 this may depend on specific factors of the disaster such as separation from parentsZ8 and consultancy may help define these. Evacuation has been shown to be associated with decompensation for some groups. 3,29 Consultancy may be useful in suggesting preventive manoeuvres or programs, or in helping to develop appropriate service resources to meet anticipated needs for such groups.
In the longer-term aftermath much of the support provided for victims comes in association with welfare provisions, under the umbrella of 'personal services'. Such services include the practical provision of food, shelter and assistance with financial, work and housing readjustments in the disaster aftermath. These workers are likely to know of and have contact with the victims and may have long-term involvement with them. Whether or not they perceive psychological needs or psychiatric problems will depend on their training, perceptiveness, awareness and defensiveness about empathy with such issues. Psychiatric consultancy may be useful in assisting such workers to recognise and assess these psychological components and to provide appropriate counselling for those affected. It may be useful to prevent the denial and avoidance of psychosocial stressors in the victim which may occur with the concentration on material issues. Case review with such workers in the mental health consultation framework may provide the opportunity for increasing their skills and effectiveness in dealing with the acute stress and crisis aspects of the disaster, aspects which may be very different from their usual work roles with the chronically disadvantaged and obviously ill clientele who seek their help. This also provides a more favourable and open framework for the detection and referral of those who are more severely disturbed or at risk and who require specialised psychiatric intervention, as such cases tend to appear in the longer period of aftermath rather than acutely. However, where workers can be supported through consultancy to provide counselling alongside their other roles with the victims it has been shown that this can be both helpful and effective.I3
In the longer-term management of the postdisaster states psychiatric consultation may assist by making administrators aware of the need for smooth transition of care from the emergency management to other systems and from those specialised disaster-related systems of care back to the regular systems of community organisation. Consultative processes may ensure responsibility and care for victims while at the same time protecting them from an overwhelming convergence of those who would assist, regardless of need and appropriateness of what they have to offer. The value of a single contact person has been highlighted by studies such as those of Bolin30 and reiterated in recent Australian experience. 31 Such a person needs access to many experts, including a psychiatric consultant who is knowledgeable about disaster responses. Some of the specific issues of relevance at this later period may be the disabling effects of post-disaster stress associated with temporary, inadequate, crowded and strange living condition^;^^^^^ depression and despair associated with failure of financial re~overy;~' the bitter recrimination of envy, guilt and blame that may complicate post-disaster compensation processes in some cases; disorganisation and breakdown of some communications systems in the face of scapegoating, schisms and intrusions which interfere with community adaptation; chronic grief for those who fail to resolve their losses in the complex bereavements that may occur in a d i~a s t e r ; '~,~~ ongoing disability for those injured in the disaster, with all its consequences for their families which may have also suffered the traumatic assault and loss of this experience. When these issues are poorly managed many families and communities can pass into a 'second disaster'33 state, as it has been called, which may ultimately be far more debilitating than the one terrifying, traumatic, but short-lived episode.
Another vital area of psychiatric consultancy rests with the helpers, both those groups involved in emergency disaster management such as firefighters, rescue personnel and so forth, and those who provide volunteer, welfare and counselling support services in the longer term. Stress of the former group include frustration, overcommitment, guilt about those who could not be saved and about decisions of management, personal threat of danger to life in the disaster, and massive encounter with death and the dead. [34] [35] [36] [37] For the latter group stress of ill-defined roles, non-specific goals, overwhelming caseloads or problems, and especially the painful and intense empathy generated by involvement and identification with the victims may be a problem. 3S,38 If the helpers' needs for support are not adequately recognised and provided for they may become further 'hidden' victims of the disaster, especially as most role stereotypes tend to portray them as strong, powerful, in control and unaffected. 39 Psychiatric consultancy may be utilised to provide training for such groups in the nature of some of the psychological response patterns they themselves may experience, and how they may be avoided by limited hours of duty, adequate supervision, clear role and goal definition. Consultancy support during the disaster period and aftermath may also assist with the avoidance or management of such stressors. After the disaster there is a most valuable role for consultants in the provision of a 'psychological debriefing' program for such groups.4o This type of debriefing allows personnel to work through their own disaster experience, in its positive and negative aspects, and their disaster roles; and to integrate and relinquish these with transfer of skills and experience to their everyday tasks, particularly those involving personal disaster^.^^ In the various reviews and evaluations that follow most disasters psychiatric consultancy can assist with the working through and integration of the disaster experience as well as delineating areas of psychiatric need and management. Outcome studies may help to define the levels and patterns of psychiatric morbidity found in association with the disaster and the factors that have mitigated or exaggerated these.42 Lessons learnt in terms of psychosocial variables may be transferred to the counter-disaster systems for the prevention and management of psychiatric issues in future disasters. In addition, there are many spin-offs for psychiatry, often stigma is lessened and the uses and values of psychiatric systems of care become better understood, and psychiatrists' possible contributions to the care of the suffering, and to human wellbeing, may be better appreciated. 
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